Patient Registration – For Dr. Jacobs

Name: ______________________________________      M  /  F      Birth date: ____________ 
Age: ____


First

          MI
     Last

Mailing Address: ______________________________________________________________________




Street





City


State
   Zip

( Home phone: _____________________________
( Work phone: _____________________________

( Cell phone: _______________________________         -- Please check preferred contact number --    
Social Security Number: _____________________


Living Arrangement:
 ( single
( married
( domestic partner
( roommate
( other

Your employer: ________________________________________________
Phone: _______________________

Address: ______________________________________________________________________________________



Street






City


State
   Zip

Spouse or Guardian: ________________________________
Social Security Number: _____________________

Address (if different): ___________________________________________________________________________




Street





City


State
   Zip

Spouse or Guardian employer: _____________________________________
Phone: _______________________

(Please list the name of a contact (someone not living with you) that we may contact if necessary (
Name: ________________________________
Relationship: __________________
Phone: ________________

We require a copy of all insurance cards, Medicare cards, or coupons.

PRIMARY INSURANCE _______________________________
Subscriber Name: ___________________________

Insurance ID Number: ____________________________
Subscriber Birth date: ____________

SECONDARY  INSURANCE ___________________________
Subscriber Name: _________________________

Insurance ID Number: ____________________________
Subscriber Birth date: ____________

Referred by: ______________________________
Primary Care Provider: _____________________________


Please read and be sure you understand the following, then sign below:

I consent to and authorize the administration of all treatments deemed necessary by the physician and agree to pay all fees for such treatment.  I authorize my physician to bill my insurance carrier and to receive payment directly from the insurance carrier.   I authorize the release of any information required by my insurance carrier to process the claim.  I accept that any balance remaining is my responsibility and is due upon receipt of the first statement.  If you need additional time to pay your account, please contact us to arrange a payment plan.   I have been informed of the $35 fee on checks returned NSF (per RCW 62A.3-515 & 520).  Should the account be referred for collections, I understand that I shall pay all reasonable collection expenses, interest on unpaid balances of 1% per month from the date of service, and/or reasonable attorney fees and court costs.

______________________________________

___________________________________
__________

Name (print)





Signature





Date

REV 10/09

